Indications for Colostomy
The indications for a colostomy have increased since the operation was first performed. Technique has improved and terminology has changed from artificial anus, colotomy to colostomy. I have correlated the indications for the operation with the history of its development. The celebrated anatomist Littre first suggested, in 1710, that the operation should be done for an infant with an imperforate anus, but it was not carried out. Pillore (1776) in Rouen adopted the idea -and performed the first caecostomy for an occlusion of the colon. Colostomy was performed by several surgeons for patients with an imperforate anus (Dubois 1783, Duret 1793, Dumas 1797 , Allan 1797 , Martin 1798 ). The first transverse colostomy for intestinal occlusion in an adult was done by Fine (1797) . Lumbar colotomy was in 1798 suggested by Callisen (1800). Freer of Birmingham in 1815 performed the first left inguinal colostomy in England for an infant with an imperforate anus, and in 1818 for intestinal occlusion. Pring (1821) performed a left inguinal colostomy for an obstructing carcinoma high in the rectum and reported this case and Freer's two cases. Pring felt that the formation of an artificial anus for his patient 'had afforded her a moral, as well as a physical advantage; for she is now at no loss for an interest and is provided with something to think of for the rest of her life'. In 1839 Amussat performed a lumbar colotomy for a carcinoma of the rectum and published a monograph on the subject. In spite of its disadvantages lumbar colotomy was performed over the next forty-five years until the advantages of left inguinal colostomy were stressed by Allingham (1887) and by Maydl (1888) .
Colostomy in Anorectal Surgery Anorectal atresia: The place of colostomy in the treatment of infants with anorectal atresia is now well defined. It is required when the rectum ends blindly at various distances from the anal canal, the anus and anal canal forming a blind distal segment but being otherwise normal. A reconstruction operation is performed later and the colostomy is closed. A colostomy is necessary when the rectum ends blindly more than 1-5 cm from the perineum, and the anus is imperforate or absent, a recto-urethral fistula having been excluded. In these cases a transverse colostomy is performed. Carcinoma of the rectum and anus: In the treat-. ment of this disease methods to avoid colostomy have received much attention and the indications for an anterior resection operation are now well recognized. In many patients with a carcinoma at or below the peritoneal reflexion an abdominoperineal operation with the institution of a permanent left inguinal colostomy must be done. A preliminary colostomy before the excision is required when there is complete intestinal occlusion or local inflammatory complications due to the carcinoma. A preliminary colostomy is established two weeks before a perineal excision of the rectum. If distal gangrene of the bowel supervenes after an abdomino-anal excision of the rectum, a left inguinal colostomy is performed at once.
Palliative colostomy is rarely done in advanced carcinoma of the rectum but is required when there is severe intestinal occlusion, rectovesical fistula or local inflammatory complications. Wounds of the rectum: These are caused by gunshot and other missiles, instrumentation and fractures of the pelvis. In large extraperitoneal wounds a proximal colostomy is necessary in addition to drainage of the retroperitoneal tissues. In the treatment of most intraperitoneal wounds of the rectum a temporary left inguinal colostomy is necessary. A low anterior perforation or an extensive laceration may be impossible to suture and a temporary transverse colostomy must be instituted, followed later by a repair of the rectum. Other anorectal lesions: A left inguinal colostomy is necessary when gangrene of the rectum develops from any cause. It is done in lymphogranuloma inguinale with multiple fistulae when an abdominoperineal operation cannot be performed. It is required for severe anorectal incontinence which cannot be cured by other operations. A colostomy is rarely done for a pelvirectal fistula. When a rare tumour is present such as an operable malignant melanoma a colostomy is done as part of an abdominoperineal excision.
Colostomy in Colonic Surgery
Carcinoma of the colon: The operation devised by Paul of Liverpool in 1895 was a landmark in the treatment of colonic cancer, but this limited resection with a temporary colostomy is now seldom performed. A temporary colostomy is still sometimes required when radical colonic resections are done. Thus it is necessary when marked intestinal occlusion is present. A proximal colostomy should be established at the time of colectomy when much solid fecal material is present in the bowel. Severe local aedema and associated inflammation of the bowel precludes primary colonic anastomosis, and a defunctioning proximal colostomy is required. A proximal colostomy should be established if the anastomosis leaks following a partial colectomy and spreading peritonitis results. Colonic diverticulitis: A transverse colostomy is important in the treatment of complicated diverticulitis. Thus when severe inflammation with a pericolic abscess and cedema of the bowel are present a preliminary defunctioning transverse colostomy is performed, followed in two or three weeks by partial colectomy and later closure of the colostomy. In patients with a perforation, in addition to closure of the perforation, it is usually advisable to perform a temporary defunctioning colostomy. When a vesicocolic fistula occurs, a preliminary defunctioning transverse colostomy is made preparatory to partial colectomy and closure of the bladder. In patients with severe intestinal occlusion a preliminary defunctioning transverse colostomy is performed to relieve it.
In a colon loaded with fxces at the time of partial colectomy it is wise to institute a temporary transverse colostomy to prevent leakage at the anastomosis.
After a one-stage operation for colonic diverticulitis, leakage at the anastomosis may occur, causing spreading peritonitis, when an immediate transverse colostomy should be done.
A colostomy which has been established in a patient with colonic diverticulitis should never be closed without resection of the segment of bowel affected, otherwise the diverticulitis will recur.
Colonic wounds: Colostomy plays an important part in the management of wounds of the colon caused by gun-shot and other missiles. When severe infection of the retroperitoneal tissues is likely, a proximal colostomy should be combined with suture of the perforation and drainage.
When a large wound of the colon is present and the patient's condition is unsuitable for resection, the segment is exteriorized and a dolostomy instituted.
Hirschsprung's disease: A preliminary transverse colostomy has advantages when it is done before removal of the aganglionic part of the colon.
Gastrojejunocolic fistula: Antibiotics have considerably helped these patients and for many colostomy is not necessary. Some patients in a bad condition benefit from a defunctioning colostomy at the hepatic flexure to divert the ftecal stream from the fistula to relieve the gastroenteritis. For several days the colostomy acts frequently, then it settles and the patient rapidly improves. The fistula can then safely be excised and the colon, stomach and jejunum reconstructed.
Mr Henry R Thompson (St Mark's Hospital, London)
Transperitoneal Colostomy
The patient accepts his colostomy on the surgeon's assurance that he will be able to lead an almost normal life. The surgeon must ensure that this is so. Not only must the colostomy function well but it must be free from defects and complications. The patient is spared the details of the dangers and difficulties of the operation and will judge the success of his rectal excision by the colostomy.
The ideal colostomy is a rosette of colon on the anterior abdominal wall, sited so that a colostomy belt is comfortable, and of such a size as to permit the easy passage of a formed stool. It should be possible to insert the full length of an averagesized adult male forefinger into the colostomy without any feeling of constriction to the examiner or feeling of tightness to the patient.-If
